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HE CATHOLIC PHYSICIAN has a privileged position amongst 

his fellow men. He is carrying a long tradition which had its begin- 

nings shortly after the coming of Christ. When one reads the history 
of medicine as recorded by unbiased reporters, one is impressed with this 
great tradition. 


The record of history shows beyond question of doubt that the Catholic 
Church is NOT what so many of her detractors charge—an obstacle to the 
advancement of medical progress. It is true that the Catholic Church has 
many critics. She is belabored because she stands four square against the 
false philosophy of artificial birth control. She is criticized because She 
sternly resists the legalized murder advocated by some so-called scientists 
under the false front of euthanasia — or, as it is sometimes popularly 
presented “mercy killing.” She is scorned because She condemns mutilation 
of the human body by sterilization. She is ridiculed because She forbids Her 
children to employ artificial preventives of natural functions in violation of 
the laws of nature and of God....She is considered old-fashioned by some 
because She opposes certain misguided followers of D. Sigmund Freud’s 
theories and dictums. 


The Church does oppose all these various theories, practices and philoso- 
phies. This is true. But this does not mean that She is opposed to truth. The 
Church has never been the detractor of true science and medical progress. 
Her mission is now and has always been to lead men to salvation and enjoy- 
ment of everlasting happiness. She would not be fulfilling Her Divine 
mission if She ever stood in the way of man’s search for Eternal Truth. It is 
Her task to help men rather than impede them. 


The whole history of the Christian era—early history, medieval history, 
modern history—all testify to the work of the Church and her contributions 
to science, including the medical history which will be our concern in the 
brief discussions in the next few issues of THE LINACRE QUARTERLY. 


Christ Himself gave the first boost to medical practice. He did this in 
two ways: first, by Himself healing the afflicted, and by numbering a physi- 
cian among His Disciples. That physician was St. Luke, the Evangelist, the 
author of the Third Gospel and the Acts of the Apostles. 
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Time was when some doubt was cast upon the fact that St. Luke was a 
physician. However, one of the historians who is usually cited as one of the 
most destructive deniers of this fact was Dr. Adolph Harnack, Professor of 
Church History at the University of Berlin. Yet, this self same man in his 
later work, “Luke, the Physician” (published by Putnam’s of New York 
in 1909) made a complete submission to the old-fashioned viewpoint. He 
conceded that Luke was a “Greek fellow-worker of St. Paul;”’ that Luke and 
Paul were “in company for years with Mark, Philip and James,’ and 
further, that “Luke had previously been a physician and was evidently 
well-versed in all the medical lore of that time.’ 


So much for my contention that the Church, even in the days of Its 
inception, sheltered under Its wing the practice of medicine—or, at least, a 
practitioner of medicine. The tradition of friendship and sponsorship of the 
science, the art and the practice of medicine came down through the centuries 
to the medieval ages—or, to what the critics of the Church prefer to brand, 
the “Dark Ages.” 


So much for this letter but in the next few issues to you I will try to 
develop further the picture. It happens to be of interest to me and I hope to 
you. Every time I think of this it helps to meet some of the criticisms that 
come our way. 


WivuiaM P. Cuester, M. D. 
President, The Federation of Catholic Physicians’ Guilds 


ee 


ANNUAL MEETING of CATHOLIC PHYSICIANS 


The annual meeting of the Federation of Catholic 
Physicians’ Guilds will be held in Chicago, June 11. The 
meeting will consist of a luncheon and a program. All 
Catholic physicians in attendance at the A. M. A. Con- 


vention being held at that time are cordially invited to 
be present. 


Time and place for the meeting will be announced 
later....save the date! 


Wednesday, June 11 — Chicago 


i eRe 
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“Jesus Christ Who Was Crucified” 


Francis P. FURLONG, S. T: 


historical fact of the death of Our Saviour on the cross. John, an 
eye witness, tells how the soldiers when they found Jesus already 
- dead did not break His legs, but one of the soldiers opened His side with a 
spear and immediately blood and water flowed out. Mark, the faithful mouth- 
piece of St. Peter, informs us of Pilate’s surprise at the suddenness of Our 
Lord’s death, and how Pilate had the Centurion summoned to make sure of 
the fact of death before allowing the body to be taken down from the cross. 


[VU ristorent’ MARK, LUKE AND JOHN bear witness to the 


In an effort to do their part to satisfy that eagerness which we all have 
to know more and more about Our Saviour devout medical men continue to 
discuss professionally what were the circumstances of crucifixion, and what 
caused the death of Christ. An eloquent address of Dr. John Lyle Cameron, 
for instance, on “How Our Lord Died” has appeared in Linacre (July 1950) 
and also in The Irish Ecclesiastical Record (March 1951). Dr. Edward 
Wight ably discusses the historicity and authenticity of the Holy Shroud of 
Turin in articles in The Catholic Medical Quarterly (January and April 
1951). Then, too, we have the short interesting book of Dr. R. W. Hynek, 
The True Likeness (Sheed & Ward, 1951). This book on the Shroud also 
considers in detail the medical aspects of Christ’s passion and death, and 
presents the experiments and opinions of a number of other doctors whom I 
shall mention later. 

In this present article we shall not discuss whether the Holy Shroud 
venerated at Turin is actually the long linen sheet in which the dead body of 
Our Lord was wrapped for His hasty burial that first Good Friday. Dr. 
Wight and also Dr. Hynek argue that the Shroud itself affords scientific 
medical evidence of authenticity. Their case is strong. However, let us 
rather direct our efforts this holy season at getting a deeper realization of 
what crucifixion actually meant for Jesus in terms of physical suffering and 
mental anguish. If writing the death certificate of Him who died for you, 
what would you as a doctor put down as the cause of death? 


"They Have Pierced My Hands" 


By experimentation on hands just amputated Dr. Barbet determined 
that the only satisfactory place to nail the hands would be through the 
Destot space of the wrist. There a stroke of the hammer would drive a nail 
right through the firm flesh and not a bone of the wrist would be injured in 
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any way. Such a nail with a clamp-like head would hold fast, and the 
victim would not tear loose. Nails driven through the palms of the hands 
could not support the weight of a man’s body. 


Dr. Hynek mentions that it is generally agreed that crucifixion was 
carried out by extending both arms as widely as possible on the crosspiece. 
This meant that it was a purely muscular suspension with the whole weight 
of the body thrown entirely on the arms. Tension would be set up especially 
on the great pectoral muscles, and a pull really tremendous established on 
the chest wall in an upward and outward direction. This is something to be _ 
kept in mind when trying to determine the physical cause of the death 
of Christ. 


",...and My Feet" 


Since the whole weight was borne by the widely extended arms, the 
nailing of the contorted feet—likely with but one nail and no foot support— 
was done only to prevent squirming and kicking. The prophets had foretold 
that despite the terrible physical torment of the suffering Messias not a bone 
of Him would be broken. With this in mind, and considering the secure hold 
desired, it has been suggested that the nail was driven through the second 
and third intertarsal space. 


“They Shall Look on Him Whom They Pierced" 


The expert thrust of a Roman soldier’s spear went up through the sacred 
side of Our Saviour and opened wide His great Sacred Heart. “... and 
immediately there came out blood and water.” It is all very well to see in the 
blood and water which issued from the pierced side of Christ symbols of 
Baptism and of the Holy Eucharist. But what is the medical explanation 
of this fact? 


It has been claimed by Dr. Judica that the “water” was a serose inflam- 
mable exudate of traumatic origin, caused in fact by the merciless scourging 
in the region of the heart. He feels that this condition affecting the func- 
tion of the heart must have brought it about that: “stab-like pains in the 
region of the heart, violent and rending: anguish, horror, fever and spasms 
of suffocation—all these accompanied the dreadful hours preceding the 
ascent of Calvary, the agony, and the death of Christ.” 


Dr. Hynek and Dr. Ment] agree that the gradual increase of the oppres- 
sion of the heart did much to interfere with the circulation of the blood and 


to cause the spasms and the attacks of suffocation which brought on Christ’s 
death. 


Experimentation on corpses, by the way, has shown that St. John accu- 
rately reported just what he saw. To faithfully reproduce the conditions of 


Or 
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_ the affected organ, more than 500 cubic centimeters of a colorless liquid were 
injected in the pericardium. Then the heart was pierced. Blood came forth 
first, and then the injected liquid. I understand that it usually takes about 
twenty-four hours for the blood to coagulate in a dead body. In Our Lord’s 

case likely within an hour of His death His Sacred Heart was pierced by 
the lance of Longinus. 


Death Due to... ? 


What was the actual physical cause of Our Lord’s death? The recent 
literature which I have seen rejects hunger, extreme thirst, high fever, 
blood-poisoning. The arrest, the trials, the crucifixion, the death all take 
place in those few hours from late Holy Thursday night to three o'clock on 
the afternoon of Good Friday. 


"Precious Blood Outpoured” 


Did Our Lord bleed to death? This, too, is rejected on the score that as 
long as the nails fastened the victim to the cross the bleeding would be slight. 
No major artery would have been severed, and the bleeding would have 
been controlled by the presence of the nail. Then we are told that a man can 
lose almost half the blood in his body and still live. 


"A Broken Heart" 


This explanation advanced by Dr. Stroud in the past century has won 
wide acceptance even to our own day. The sudden death of Christ is thus 
accounted for: 


“Tt can only be explained by the breaking of Our Lord’s heart. No mind 
can possibly fathom the spiritual agony of Christ on the cross: anguish, 
physical pain, sorrow, spiritual desolation, anxiety, disappointment: all this 
suddenly accumulated and bore down on the heart of Christ to such a degree 
that it broke by His own volition. The immediate cause of this was a sudden 
and violent contraction of the left ventricle of the heart, overflowing with 
blood from the left auricle.” 

Today we can accept that explanation only in part. We are most willing 
to accept the deeply moving consideration that spiritual sufferings hastened 
the death of the God-Man. How sensitive He must have been to such sutfer- 
ing! But we cannot hold that Our Lord died of a broken heart in the literal 
sense. The testimony of competent doctors is that the breaking of the heart 
presupposes congenital weakness, a defective organism. Now that is some- 
thing which theologians would not admit in that body formed for Our dear 
Saviour in the womb of His Blessed Mother. 
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Surgical Shock? 


From the circumstances of crucifixion, Dr. Cameron reasons to the effect 
on the victim. Exhausted nerves and muscles, terrible contractions and 
violent spasms would result in greatly impeded circulation of the blood and 
in serious interference with the breathing process. Then death would come 
from shock, that state of bodily collapse with disorder or derangement of 
the functions of the different organs. One of the complications of surgical 
shock is the acute dilatation of the stomach which in the early stages is much 
distended at times with clear water. Obviously we have here another possible 
explanation of the “water” recorded by the eye witness, John. 


Death from Asphyxia 


From those same terrible circumstances of crucifixion Dr. Hynek con- 
cludes to the paramount importance of that complication interfering with 
the breathing process. Death would come by suffocation. The crucified 
would die fully conscious and in the most terrible pain. Asphyxia brought 
on by strangulation, thus substantially the same as death by hanging, ended 
the life of a man so nailed to a cross. True, the supply of air to the lungs 
was not cut off by crucifixion, but the body itself through a resulting 
deranged condition of the diaphragm was made incapable of carrying out 
the movements necessary for breathing. The inevitable result was death by 
asphyxiation, death by suffocation. 


Concluding Prayer 


It may be hoped that the brief consideration of the medical facts of 
crucifixion will help us to appreciate all the more the reality of God’s love 
for us. It should also encourage us to make use of the concluding prayer of 
the beautiful votive Mass of the Passion of Our Lord: 


“O, Lord Jesus Christ, Son of the living God, Who at the sixth hour 
didst mount the gibbet of the cross for the redemption of the world, and 
shed Thy precious blood that our sins might be washed away; we humbly 
beseech Thee that after our death Thou wouldst suffer us to pass with joy 
through the gates of heaven.” 


, ue aan 
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Medico-Moral Notes 


GERALD KELLY, S. J. 


Prize Fighting 


N THEOLOGICAL STUDIES (March, 1951, pp. 75-78) I referred 
if to a number of articles and statements on the morality of prize fight- 

ing. I admitted the controversial nature of the topic, but I expressed 
my personal opinion that prize fighting as we have it today is morally 
unjustifiable because of the brutality involved in the fighting and manifested 
by the spectators. In a later number of Theological Studies (September, 
1951, pp. 301-319), Fr. Eugene Hillman, C.S.Sp., discussed the subject 
much more thoroughly. Speaking of professional boxing, and of amateur 
boxing in so far as the same conditions prevail, Fr. Hillman condemned the 
sport on three counts: (1) the purpose of the fighters is to give blows 
calculated to deprive the opponent of consciousness ; (2) great damage is done 
to the brain, with progressive impairment of functions and loss of mental 
power; and (8) the fighting caters to the beast in spectators, i.e., to crude 
emotionalism and brutality. 

At approximately the same time as Fr. Hillman’s article appeared, 
Thomas A. Gonzales, M. D., published a vindication of boxing in an article 
entitled “Fatal Injuries in Competitive Sports” (JAMA, August 18, 1951, 
pp. 1506-1511.) The main point made by Dr. Gonzales is that, according to 
statistics for New York covering a period of thirty-two years, the propor- 
tionate number of fatal injuries in boxing is less than it is for football or 
baseball. He concludes from this that the moral and physical benefits to be 
derived from boxing outweigh the dangers. 

It should be noted that the case against boxing is based not so much on 
the fatalities as on the injuries deliberately and necessarily caused in the 
sport as carried on today. Dr. Gonzales passes rather lightly over the 
question of injuries, whereas Fr. Hillman builds a very strong case on the 
basis of medical testimony. This question will undoubtedly be debated for 
some time, and medical opinion regarding the injurious effects of boxing 
will play a large part in the formulating of opinions concerning the morality 
of the sport. An expression of your own findings and opinions would be 


appreciated. 
Vaginal Tampons — Again 
In two previous issues of LINACRE QUARTERLY I have referred to 
the use of vaginal tampons during menstruation. In February, 1950, (pp. 


THE LINACRE QUARTERLY 


oe 


5-7), I asked for opinions regarding the physical effects of using the pt pe 
In November of the same year (pp. 15-16), I reported the reanlts of this 
request. Physicians who wrote to me were divided in their views. On the 
basis of their opinions and the information they provided, I concluded that 
one could not generalize on the harmful or non-harmful physical efieciag 
using the tampons. I also referred to the problem of sexual stimulation 
accompanying the use of tampons. On this point, too, there was no agreement; 
and it seemed only reasonable to conclude that it is an individual, personal 
problem: the tampons apparently disturb some women and do not disturb 
others. 

Frederick L. Good, M. D., and Rey. Otis F. Kelly, M. D., take a decided 
stand against the use of tampons. “Such devices,’ they write, “destroy the 
physical evidences of virginity by their insertion and may, like anything 
inserted into the vagina, furnish a stimulus to masturbation.” I am still 
interested in this problem and would like to have your comments. 


Hydramnios 


The opinion on tampons by Drs. Good and Kelly is quoted from their 
recent book, Marriage, Morals and Medical Ethics (New York: P. J. 
Kenedy & Sons, 1951; pp. xvi-202; $3.50), p. 42. From the various opinions 
expressed in this book, I should like to select two others as a basis for 
soliciting further comments from readers. 


The first of these concerns the problem of acute hydramnios before the 
baby has reached the stage of viability. The authors say that this problem 
is easily solved, and the treatment they recommend is the inserting of an 
aspirating needle through the abdominal wall and into the cavity of the 
uterus (p. 114). I find these statements interesting. In the first place, 
though I am fairly well read in medical ethics, I have never before seen it 
stated that this problem is easily solved. Secondly, I seem to recall a 
statement by an obstetrician whom I highly respect not only for his profes- 
sional competence but also for his keen appreciation of moral issues, to the 
effect that aspiration through the abdominal wall is both difficult and 
dangerous. Does anyone care to express an opinion on this question and 


particularly to offer some data that would be the foundation for a sound 
conclusion ? | 


Is Rhythm Easy 


Another opinion expressed by the authors concerns the use of rhythm. 
“It should be very easy,” they write, “for any husband and wife of any age 
to abstain from relations for the comparatively few days necesary to abstain 
if the rhythm method is to be adopted.” This statement sounds reasonable 
enough; in fact, one might say that it still sounds reasonable even after one 


= 
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has noted that by “a comparatively few days” the authors mean 9 days out 
of a 28-day cycle. Yet I have heard women say that they find rhythm 
extremely difficult because it is precisely during the fertile period that they 
have their strongest physical desires. Some even say it is the only time when 
they would really like to have relations. Are cases such as these rare, or are 
they sufficiently common to indicate that we should be cautious about general 


statements that the practice of rhythm is easy? 


Advice For and By Doctors 


In “Psychotherapy in Pathological Drinking” (J4M4, October 27, 1951, 
pp. 818-815), Edward A. Strecker, M. D., classifies pathological drinking as 
a psychoneurosis and advocates psychotherapy as the best method of curative 
treatment. He attributes it to emotional immaturity, dated in childhood. His 
concluding paragraph is worthy of a good physician and Guild member: “I 
have indicated that the attitude of the therapist should be mature, nonemo- 
tional, and objective, but much understanding and humility are needed, As 
he deals with alcoholic patients, in all sincerity the therapist should be able 


“0 


to say to himself, ‘There but for the grace of God go I. 


More good advice comes from J. P. Greenhill, M. D., at the conclusion 
of an article entitled “Office Gynecology” (GP, February, 1951, 55-65). He 
urges physicians to give some helpful premarital instruction on the sexual 
relationship. “If all physicians will take the time and trouble to discuss this 
very important subject, a great deal of marital unhappiness and some 
divorces will be prevented. Physicians should realize that their office is not 
only a place of business, but also a place in which much mental and spiritual 
relief can be given.” It is hardly necessary for me to add that, if this advice 
is applicable to physicians in general, it is even more so in the case of 
Catholic physicians, especially in what concerns sound moral counseling. 


No Discrimination 


If I were to add some advice of my own, I would take my cue from a 
news item to the effect that Oregon has enacted a bill which “makes it 
unlawful for any vocational, professional, or trade school chartered or 
licensed in the state to refuse admission to or to discriminate in admission 
against or to discriminate in giving instruction to any person otherwise 
qualified on the ground of such person’s race, color, religion, or national 
origin” (JAMA, May 12, 1951, p. 208). I am particularly interested in the 
problem of race prejudice. It is gratifying to see the trend away from such 
prejudice. Yet, much remains to be done, and Catholic doctors should play 
a leading part in effacing all vestiges of racial prejudice from medical and 
hospital practice. 
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Bone-Bank 


During the past year I have noted several items concerning a bone-bank, 
and I have been asked whether the use of such a bank is in keeping with 
sound morality. From what I have read, as well as from information 
communicated to me by doctors, I would judge that the bone-bank simply 
consists in putting to constructive use bone that would otherwise be wasted. 
It seems to be not only morally permissible, but also laudable. (Cf. JAMA, 
July 21, 1951; p. 1159; GP, June 1951, p. 49.) 


Henry Davis, S. J. 


I had just completed these notes when I received word from Heythrop 
College, England, that Fr. Henry Davis, S.J., died on the morning of 
January 4, 1952. He had celebrated his 85th birthday on December 1 and 
had kept active right to the end. Fr. Davis was a real pioneer in the work 
of applying the principles of morality to the modern problems of medicine. 
He will be particularly remembered for his contribution to the solution of 
the problem of ectopic operations. Personally, I shall always remember him, 
not only as one of the “grand old men’ of moral theology, but as a gracious 
priest who helped me much when I was beginning my special work in moral 
theology and has given me constant encouragement during the intervening 
years. 

[ Note: Doctors who wish to provide information or comments on any of the 
foregoing topics are requested to send their communications to me at St. 
Mary’s College, St. Marys, Kansas. | 
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Is Therapeutic Abortion Scientifically 
Justified? 


Roy J. Herrernan, M.D., F.A.C.S. anp Witiiam A. Lyncu, M.D. 


HE SACREDNESS of human life is the keystone of modern civil- 

ization. Our own nation was founded on the principle that all men are 

endowed by their Creator with certain inalienable rights and the most 
important of these is the right to live. Whatever nobility or esteem our 
profession may claim, derives from the fact that its members have dedicated 
their lives to the preservation of human life. The argument against thera- 
peutic abortion from natural law can be stated very briefly. The unborn 
child is an innocent human being; its life is inviolable. To destroy that life 
deliberately is murder. 


Ah! but some of our professional confreres will say: “From a strictly 
scientific standpoint, isn’t it thoroughly justifiable to empty the uterus before 
viability when a continuation of the pregnancy would endanger the life of 
the nfother?” Our answer to this question is an unqualified NO. It is never 
justified from a strictly scientific standpoint. 


Recently it was the privilege of one of us (R.J.H.) to be one of the 
speakers in a panel on the “Indications for Therapeutic Abortion,’ held 
during the Clinical Congress of the American College of Surgeons in San 
Francisco, November 5 to 9, 1951. It was a pleasure to accept this assign- 
ment because a consideration of “Indications” for this heinous procedure has 
been an important but very much neglected part of obstetrical practice. 
Twenty-five or thirty years ago, therapeutic abortions were performed with 
deplorable frequency in most of the leading non-Catholic clinics. 


Tuberculosis, heart disease, diabetes, hyperemesis gravidarum, neoplasms, 
chronic nephritis, hypertension, various types of anemia, chorea, thyroid 
disfunction, disturbances of the nervous system and psychiatric disorders, in 
fact in almost any complication of early pregnancy which did not promptly 
respond to conservative therapy, evacuation of the uterus would be consid- 
ered. More recently, Rh difficulties, and virus infections acquired early in 
pregnancy by the mother have been considered sufficient reason by many 
physicians for emptying the uterus. These babies were destroyed because 
the attending doctors bowed to expediency, followed the line of least resist- 
ance and justified the murder of the fetus by saying it was the easiest, 
simplest and quickest solution to a difficult problem. Although we regret to 
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say some of these operations were done by eminent specialists in obstetrics, 
they were setting an example for Hitler’s medical officers whose common 
practice it was to amputate a leg rather than attempt to set an extensive 
compound fracture. 

Strangely enough, during this time those physicians who held intra- 
uterine life inviolate were not piling up tremendous maternal mortality lists. 
The task was and is not easy. Many patients with serious complications 
require long, painstaking expert care. Some of these good mothers endure 
extensive periods of discomfort and inyalidism. They accept uncomplain- 
ingly, the expense of prolonged hospitalization, sacrifice of social activities, 
sometimes the censure of unsympathetic relatives and friends. They realize 
that these compared with the inestimable treasure of a new life with an 
immortal soul are a small price to pay. Their sacrifices were not and are not 
in vain for with proper care these women do not die. There are large numbers 
of well trained obstetricians, stern opponents to Therapeutic Abortion, who 
have successfully attended thousands of parturients with all the complica- 
tions one sees in private and hospital practice. A shining example of this 
group is the Director and Obstetrician-in-Chief of the second largest obstet- 
rical clinic in the United States, the eminent Professor of Obstetrics at 
Columbia University, Dr. Samuel A. Cosgrove. This distinguished member 
of the Methodist Church has won the profound admiration and gratitude of 
all physicians, who like Albert Schweitzer, have a true “reverence for life.” 

In 19441 he developed the thesis that the medical profession must 
vehemently work to maintain the ethical principle that the foetus is a human 
individual and that its destruction is murder. In 19462 he again pleaded for 
a rational approach to the complications encountered in pregnancy. Such 
rationalism he maintains, includes ‘‘the principle that medical and surgical 
complications of pregnancy should be appropriately medically and surgically 
treated, without interference with pregnancy. It does not embrace, on the 
one hand, blind confidence that pregnancy is and will remain physiologic, or 
on the other, a baseless fear that pregnancy may not be successfully managed 
in the presence of almost any complication. Intelligent improvement in 
obstetric practice will be principally predicated on thoughtful individualiza- 
tion of cases on the basis of such rationalism.” 

A review of the literature during the past 25 years, reveals a most 
gratifying but startling tendency. Science, it would seem has shown a very 
deplorable inclination to ignore, at first, any ethical consideration when 
faced with a new problem. As progress is made in subsequent research one 
finds repeatedly, the realization that the moral law is never in conflict with 
the basic principle of good medical practice, the saving of human life. 


Tuberculosis, for example, is still a very important complication of 
obstetrics, EBisele? pointed out that tuberculosis had moved from first place 
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to seventh place as a cause of death in the general population, but for young 
women of the childbearing age, tuberculosis is still the first as the cause of 
death. Tuberculosis toll of this group accounts for 20% of all deaths, twice 
as high in mortality as from all puerperal causes. However, many eminent 
authorities in this field state emphatically that therapeutic abortion is not 
the answer to this problem. As far back as April 1930, Barnes* et al, after 
reviewing the records of 410 pregnant tuberculous women concluded that 
their investigations “lend little support to the view that emptying the gravid 
uterus in either the minimal or the far advanced cases has value as a remedy 
for pulmonary tuberculosis. Most of the favorable cases in this series tend- 
ing toward arrest seem to haye gone on to arrest in spite of the pregnancy 
and the majority of the actively progressive cases appeared to have pro- 
gressed with the empty as surely as with the gravid uterus. It is difficult to 
see how terminating a pregnancy in far advanced cases with fever and cavity 
can offer much hope when we note that in women who are not and never 
have been pregnant, most of these cases progressed to death in a few months 
or a year or two at the most.” “About 81% of the tuberculous women who 
became pregnant and who were not subjected to therapeutic abortion, bore 
normal children. A policy which would sacrifice all these children on the 
apparently slight and still unproved chance of saving a mother is not easy 
to justify.” 

In 1938, James Skillen® et al, in a paper based on a study of 10,000 
patients admitted to the Olive View Sanitorium in California concluded “‘by 
and large it seems that the tuberculous woman who becomes pregnant has a 
case not greatly different so far as her tuberculosis is concerned from her 
tuberculous sister who does not become pregnant. While so far as her preg- 
nancy is concerned she’ does not differ greatly from other pregnant women.” 

In 1943, DeLee® said “if the patient with active tuberculosis becomes 
pregnant, abortion is not indicated; proper care will enable the patient to go 
through her pregnancy unharmed.” 

A scathing denunciation of the interruption of pregnancy was presented 
by Jacobs* in 1946, who after analyzing the literature for 30 years said “if 
abortion is to have any scientific justification, evidence must be sought 
showing that in general the harmful effects are avoided if the pregnancy is 
being interrupted. A study of the literature will soon convince any impartial 
person that no such evidence exists.” 

Bowles and DamzalskiS in commenting on this problem state in 1949 
“the two great purposes of the art of medicine are to save life and to relieve 
pain and suffering. Any situation wherein a physician not only witnesses 
death but is called upon to cause it must be doubly distasteful to him. A 
therapeutic abortion is such a situation. It is really an admission of failure 
on all parts to control disease and remove its threat to the life of the mother. 
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It is a grim and disheartening task.’’ The authors review the 10 years of 
literature up to 1949 showing that the trend has been away from abortion 
in tuberculosis. 

Stewart and Simmons? of England in 1947 stated “pregnancy as an 
event in the course of tuberculous women has little or no effect upon the 
progress of pulmonary disease over a period of 15 months whether this 
disease is active or quiescent. Deterioration in the state of some tuberculous 
patients must be expected, whether they are pregnant or not. Pessimism as to 
the influence which pregnancy has on tuberculosis and unusual zeal for the 
termination of pregnancy has to be avoided.” 

A very disturbing feature of this problem was stated by Jameson!9, of 
Saranac, at the Third American Congress on Obstetrics and Gynecology, 
when he said “there is ample evidence at the present time to lead us to 
believe that if the tuberculous woman received adequate treatment for her 
pulmonary disease, as well as proper antepartum, intrapartum and _ post- 
partum obstetrical care, the pregnancy need give rise to no particular worry 
from a medical standpoint. Economically, pregnancy in a woman with 
tuberculosis may give rise to difficulties as the added financial burden of 
having a baby and providing for its care after birth while the mother 
continues her cure is frequently more than the family pocketbook can bear. 
This too often necessitates the mother leaving the sanitorium before her cure 
is completed, to return to her home to resume the physical strains and 
worries of domestic life and to lose contact with physicians who are familiar 
with her disease and its treatment. Socially the problem is complicated by 
_ the fact that in the United States the facilities for the care of pregnant 
tuberculous women through the antepartum months, delivery and the puer- 
perium are still woefully inadequate. The few sanitoria which have had the 
vision and initiative to set up such a service have reported remarkably good 
results. In most of the private sanitoria and in practically all of the state 
sanitoria, no provision is made for the pregnant patients and they are 
required either to submit to an artificial termination of the gestation or to 
leave the sanitorium at the end of the 8rd or 4th month. If the patient is 
unable to afford the added expense of private care, she must return to her 
home and the tuberculosis progresses from lack of proper treatment (as 
tuberculosis usually does) and the bad result is laid to pregnancy.” 


Matthews!1 lends further support to this opinion by stating “this rela- 
tionship (cooperation between the specialist in tuberculosis and the obstetri- 
cian) will not show satisfactory results however until better provision is 
made in every community for the proper care of the pregnant woman who 
has tuberculosis. Under the present set-up, case finding methods, expert 
diagnosis and adequate treatment can only be carried out in the favored 


community that possesses the proper facilities in personnel. Surely, it is not 
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humane to continue to care for the pregnant tuberculosis patient in the 
desultory and inadequate manner that many of us have had to employ in the 
past. We need a keener appreciation of the facts by the general public, by 
those in control of hospitals and sanitoria and most of all by the medical 
profession.” This is a matter of the greatest importance. Surely no group 
of citizens merits the tender solicitude, sympathy and generous support of 
the public more than these especially burdened mothers of the future citizens 
of our country. Pressure should be brought to bear on public officials and 
all those in charge of institutions and clinics for the care of tuberculous 
women, to enlarge and improve their facilities so that these expectant 
mothers may receive adequate care. 


Not only is there ample evidence that interruption of pregnancy ‘does not 
lessen the severity or decrease the mortality of the tuberculosis patients but 
on the contrary it may even increase the hazards of this disease. Barone!” 
et al in 1947, showed in his series that the mortality for patients who had 
delivered spontaneously was 19.2%. The mortality for patients who had 
delivered by cesearean section was 36.3%. The mortality for the patient in 
whom the pregnancy was interrupted was 38.5%. The best results in this 
survey were obtained in those patients who were delivered spontaneously 
regardless of the extent of the tuberculosis. 


Heart disease in the expectant mother has been considered by many 
clinics as a valid indication for the interruption of pregnancy. The literature 
discloses again that, as in tuberculosis, opinion is definitely against this 
procedure. 


Cohen!3 et al, as long ago as May 1927, published a report involving 
196 cases of organic heart. disease delivered at the Sloan Hospital for 
Women in New York City. They stated “it is our experience that the 
response to medical treatment of the pregnant women with heart disease, in 
circulatory stasis, is satisfactory, often quite as satisfactory as in like condi- 
tion of the non-pregnant” and further “in a case in which compensation 
cannot be restored with thorough medical treatment, a grave situation is 
present. In this medical impasse, it is usually best to trust nature more and 
art less.” Their statistics “bear out an opinion gained from 7 years experi- 
ence that pregnancy and childbearing when properly supervised and safe- 
guarded is not a great menace to the safety or life of the average ambulant 
case of heart disease.” 

Reid!4, in 1930, investigated heart disease in a series of 45,320 deliveries 
in three different hospitals and concluded “prognosis is affected by the care 
given and the skill used in the treatment of an individual patient. Undue 
pessimism in regard to the prognosis of all cardiac patients who are pregnant 
is not justified by facts. There appears to be too little faith in the ability of 
the heart to withstand pregnancy.” In November of the same year, Reid!° 
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published another important article summarizing his inves i BRvene ere 
period of 1244 years, of 27 cases of rheumatic mitral stenosis ending in 
death. Seven of these were males, 20 were females, of whom 10 were 
single, 10 were married. The average age at death in the males was a 
years and the females 44.8. The age of death for the single female was 47.2, 
for the married female 42.4. These statistics obviously show that the single 
women lived approximately 4.8 years longer than the married women and in 
this small series of 10 married women, 8 bore children, 46 in all or 5.75 
children per mother. Despite the fact that single women outlived married 
women, it is obvious also that the married women outlived the males with the 
same disease by 3.8 years. “I feel safe in concluding that as far as these 
statistics have value, they support my clinical impression, that women with 
rheumatic heart disease die before their time, in fact during the childbearing 
period, not because of marriage or pregnancy but because of a natural evolu- 
tion of this disease.” 

DeLee!® in 1927 stated “the conduct of pregnancy and labor complicated 
by heart disease has undergone much change in the last 10 years, since the 
cardiologists have taken a hand in the matter. They have shown us obstetri- 
cians that the heart can successfully be treated even though the woman is 
carrying the added burden of pregnancy.” 

Hoffman and Jeffers! in 1942 studied 61 fatalities from rheumatic heart 
disease in pregnancy. They concluded that “of the factors influencing death, 
the most important one amenable to control was the cardiac status of the 
patient at the time of delivery. Since this is almost solely dependent upon 
prenatal care the significant decrease in the number of maternal deaths due 
to rheumatic heart disease only can be obtained through an improvement in 
this care.” They make no suggestions that therapeutic abortion should be 
performed in these cases. 

The most enthusiastic endorsement of the principle that cardiac disease 
during pregnancy should be managed with thorough, intelligent care rather 
than by therapeutic abortion comes from Harold Gorenberg!® who reviewed 
223 cases of pregnancy complicated by heart disease and added these to a 
previous review of 345 cases in which no therapeutic abortion was performed. 
He states “it is probable that practically every pregnancy encountered in a 
patient with heart disease can be brought to a successful spontaneous termi- 
nation if adequate prenatal care is instituted and if absolute bed rest is 
enforced when indicated.” 

Correll and Rosenbaum!” investigated multiple pregnancies in patients 
with rheumatic or congenital heart disease. The 53 patients in this series 
had a total of 364 pregnancies or an average of nearly 7, 6.87 per patient. 
All patients had 4 or more pregnancies, carried through to delivery, or at 
least through the second trimester. The number ranged up to a maximum of 
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16. There were 5 deaths in the 364 pregnancies, a maternal mortality of 
1.3% per pregnancy. One of the deaths was due to heart failure, another 
was due to peritonitis resulting from self-induced abortion. Another fatality 
was due to bacterial endocarditis, secondary to a peritonsillar abscess. One 
resulted from generalized septicemia secondary to erysipelas and the final 
death occurred from a cerebral embolus following a therapeutic abortion 
performed in a patient with congestive heart failure, fibrillation and repeated 
emboli. Heart failure occurred in 15 of the 58 patients or in 41 of the 364 
pregnancies, 11.3%. This is an incidence less than that usually reported in 
cardiac patients. Congestive heart failure did not increase in frequency as 
the number of pregnancies increased, a finding which confirmed the beliet 
that parity per se bears no direct relationship to the development of heart 
failure. This series of patients indicates that multiple pregnancies are 
compatible with considerable life expectancy in some women with heart 
disease. Of those that developed failure during pregnancy, the average age 
at death was 44 and of those who had no failure during 4 or more preg- 
nancies the average age at death was 55. The overall average age at death 


was 49.5 years. 


The opinions of these eminent cardiologists support the contention that 
heart disease complicating pregnancy can be successfully managed by 
competent prenatal care. This involves an early evaluation of the cardiac 
status of the patient. In severe cases, success depends upon teamwork. The 
attending physician and a well-trained cardiologist, the patient and her 
family must all cooperate in carrying out the necessary therapeutic proce- 
dures. The most important of these is, frequently, absolute rest. Many such 
cases are admittedly difficult to handle. They call for an attitude of courage 
and all the resources that modern medicine affords and if these are properly 
used, Gorenberg’s statement to the effect that practically every pregnancy 
encountered in a patient with heart disease can be brought to a successful 


spontaneous termination will be realized. 


Although improved methods of treating organic disease of various types 
complicating pregnancy has lessened the excuse for the interruption of 
pregnancy in many clinics, it has been disturbing to note in the recent 
literature a trend toward the performance of therapeutic abortion in an 
increasing number of cases for psychiatric conditions. Ebaugh and Heuser?” 
are of tle opinion, however, that the interruption of pregnancy may do far 
more harm than good to a person with a well-balanced nervous system and 
may cause considerable damage to the patient with a psychiatric difficulty. 
They state “These changes coupled with ideas of guilt, self-depreciation, 
some recurrent preoccupation centering around the abortion and the general 
theme of ‘I let them kill my baby’ might well disturb a-poorly integrated 
personality even to psychotic proportions. Feelings of love, admiration and 
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respect for the male partner in the result of pregnancy may well be distorted 
in the aborted woman to ideas of disgust, hate and disrespect; ‘he gave me a 
baby then took it away.’ The unconscious motivation and the even flow of 
emotions during the readjustments to a normal sexual nonpregnant cycle 
may result in deeply engrained feelings of hostility toward the husband. 
Abortions we may say can produce psychologic cicatrix.” 

The effect of pregnancy on mental disease is discussed by Arbuse and 
Schechtman?! who write “There does not seem to be any one condition which 
absolutely indicates interruption of pregnancy. The mental state is seldom 
justification for induction of abortion. Abortion per se is unquestionably a 
shock. It may be conceivably more detrimental than continuation of the 
pregnancy. If it could be shown that conception may lead to permanent 
psychosis in certain definite cases, then the termination of pregnancy would 
clearly be in the best interests of the patient and the operation would 
conform to the desired standards but the contrary appears to be the rule. The 
psychosis initiated by pregnancy rarely persists but tends to recover after 
an apparently short period, and in some cases may clear up spontaneously 
before full term is reached. Women who show permanent impairment of 
mentality following childbirth belong to the class of potential psychotics for 
whom pregnancy is merely a subsidiary factor in the pathogenesis of the 
psychosis. Upon the mentality of such women a therapeutic abortion cannot 
be curative and it may exert a deleterious effect that is more harmful than 
the continuation of pregnancy.’ And for those who recommend interruption 
of pregnancy for eugenic reasons they say “there is no psychiatrie disorder 
that is hereditary to the degree that the occurrence of mental illness in the 
offspring of the patient can be predicted with reasonable certainty.” 


The therapy of psychiatric disorders in pregnancy, while somewhat more 
prolonged is as feasible as in the non-pregnant state. They demand only 
special interest and effort on the part of both the obstetrician and the 
psychiatrist. Feldman? et al, in reviewing the subject found that there was 
good evidence that shock therapy, including electro-shock, could be safely 
employed in pregnancy, when indicated. 


In considering the neurological complications of pregnancy, as an indica- 
tion for therapeutic abortion, one is impressed by the work of Viets23 et al, 
in a paper entitled “Effect of Pregnancy on the Course of Myasthenia 
Gravis.” He states “before the use of prostigmin, abortion was frequently 
carried out, usually at the end of the first trimester or the early part of the 
second trimester. This is well recognized now as the most dangerous time in 
the whole 9 months. In a case reported by Burr and McCarthy death 
occurred in the 3rd or 4th month in the second pregnancy. Kohn’s patient 
had an abortion induced at 4 months; Indeman’s 20 weeks; Laurent at 6 
months and 4 other pregnancies terminated in miscarriage before 6 months. 
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_ Wolt’s patient had an abortion induced in 4 months and Montaris in 2 
months. It seems likely in view of our most recent experience with patients 
under the prostigmin therapy, that many, if not all of these abortions would 
not now be indicated. Abortion moreover may not relieve the patient of her 
_ symptoms but may even permit a fatal termination of the disease.” 


“Kohn’s patient died a week after abortion. At the present time abortion 
for therapeutic reasons is rarely if ever needed provided adequately con- 
trolled prostigmin therapy is instituted. In our series probably neither 
abortion was justified. There is no reason to believe the patient aborted 
‘could not have been carried through to term. Patient 6 had her abortion 
induced on the untenable hypothesis that the disease might be transmitted 
to the child. There is no evidence either in the literature or our experience 
to lead one to believe that such evidence is fair.’ The author’s conclusions 
were as follows: “effect of pregnancy on myasthenia gravis is usually favora- 
ble, most patients experience a definite remission in symptoms and if relapses 
occur they are mild. Pregnancy, labor or nursing does not affect the course 
of the disease unfavorably under present conditions of treatment.” This is a 
striking example of a panicky resort to a destructive procedure and the 
murder of the fetus because of ignorance of the disease and its proper 
method of treatment. 


Multiple sclerosis is an unhappy disease which when combined with 
pregnancy may present a problem in management and so has been a target 
for therapetuic abortion. The disease may be extremely difficult to diagnose. 
It is characterized by remissions and exacerbations of symptoms and its 
treatment is non-specific. It can be argued that the patient with multiple 
sclerosis may have a remission during pregnancy with as much likelihood as 
she may have an exacerbation. It may not be argued validly that pregnancy 
is the cause of either a remission or an exacerbation since these features are 
almost pathognomonic of the process itself. 


The chief argument proposed for therapeutic abortion in these cases is 
to avoid a “stress situation.’”’ As Baker?+ has put it, these patients should 
avoid injuries, infections, pregnancy, undernutrition, chilling and exposure. 
Admittedly this may be desirable, but certainly a therapeutic abortion can 
increase the ‘stress’ by frustration of motherhood, development of guilt 
complexes and the ever present danger of infection. 


Furthermore, on the constructive side, these patients can and do manage 
_ pregnancy very competently. McElin and Horton”? investigated the effect 
of Histamine on 15 patients with neurological disease who were pregnant. 
Twelve of these patients had multiple sclerosis. They suffered no complica- 
tions. They all delivered normally, had normal children and six of them 
nursed their infants. These patients were treated, not aborted. It is sub- 
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mitted that such an attitude is in keeping with the proper ideals of the 
profession. 

Pregnancy is a troublesome complication in the women suffering from 
chronic nephritis or hypertension. However, most of the serious difficulties 
that arise in these patients develop after the period of viability. Prior to 


this, miscarriage frequently occurs and nature thereby solves the problem. 


Brown2® investigated a series of patients with this condition and _ his 
conclusions were: “judged by the general condition, height of blood pressure 
and cardiac changes, the pregnancy does not seem to have had any ill effects 
in 52 of the 65 patients. In 7 the effect of pregnancy was unknown as their 
condition before pregnancy was unknown; 6 are dead, 9.2%. In spite of 
these 6 fatal cases, we believe that a large majority of patients with chronic 
hypertension may pass even through several pregnancies, go to term and give 
birth to live infants without suffering any demonstrable deterioration in 


their condition.” 


Glomerulonephritis is a sibling of hypertension and carries with it the 
added feature of kidney damage. Admitting its sinister influence in preg- 
nancy, there again is adequate reason for approaching the situation construc- 
tively and hopefully. Mussey-* has recently reviewed the condition and 
states “It is true that some patients whose renal damage is mild, appear to 
tolerate pregnancy well and may be found subsequently to have little or no 
evidence of their glomerulonephritis. Reid and Teel found 11 of their 15 
patients to be in no worse condition 6 months to 5 years after pregnancy, 
and Dodds and Browne made the same observation in 9 out of 17 patients. 
The latter stated that they “Were unable to ascertain that the worsened 
renal status in the other patients was induced solely by the pregnancy rather 
than by the usual downhill course of the glomerulonephritis itself.” And 
again, “Theobald on the other hand assembled mortality rates for England 
and Wales since vital statistics had been collected and found the death rates 
for chronic nephritis to be higher in men than in women. During the same 
period (1911 to 1922) the mortality rates for chronic nephritis were approxi- 
mately equal in married and single women up to the age of 55 years. He 
interpreted his findings as indicating no causal relation between pregnancy 
and chronic nephritis.” 


Patients with chronic nephritis and hypertension complicating pregnancy 
may be conservatively treated today with proper diet, rest, the use of 
hormone therapy, thoraco-lumbar sympathectomy and the administration of 
vascular anti-spasmodics, far more safely than by the interruption of preg- 
nancy with its possible attendant hemorrhage and infection. 


Benign pelvic tumors are a frequent complication of pregnancy but it is 
difficult to understand how there were 2 cases of therapeutic abortion 
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performed for fibroids in a series of 134 operations reviewed by Hesseltine?’ 
in 19140. When complications develop in these benign tumors during the 
early months of pregnancy, surgery may be necessary, but it is possible 
usually to conserve the pregnancy. Benign pelvic tumors have no place in 
the consideration of therapeutic abortion. 

On the other hand, cancer of the pelvic organs is a serious problem. 
When a diagnosis of malignant disease is made in the early months of 
pregnancy, it may be treated either by total extirpation of the pelvic organs 
or by the efficient use of radium or x-ray. The indirect interruption of 
pregnancy in these cases is the undesired, unintentional and inevitable result 
of the radical attack on the malignant disease and is not a therapeutic 
abortion. 

Tumors involving other organs as in the gastrointestinal tract, lungs, 
kidneys, etc., should be given individual consideration and removed if they 
are judged to be harmfully affecting the expectant mother. It should be 
emphasized that they have no special influence on the pregnancy. Even 
tumors of the brain may be removed safely during pregnancy. 

Rand and Adler?® in 1950, emphasized that in many cases, the removal 
of a brain tumor in pregnancy saves the life of both the mother and the 
baby and causes no harmful effect to the pregnancy. 


Serious blood conditions sometimes are diagnosed during pregnancy. One 
of the most troublesome of these is sickle cell anemia. Beecham®® et al, in 
1950, reported on a series of 51 cases of this condition in pregnancy. They 
conclude that. “The patients do poorly with surgery and consequently thera- 
peutic abortions are deemed unwise.’ Moloney, Heffernan and Kasdon*! in 
an article on leukemia in pregnancy published in 1943 state “The natural 
course of leukemia is apparently uninfluenced by gestation. Leukemia per se 
is therefore not an indication for the interruption of pregnancy.” Severe 
secondary anemia of various types, pernicious anemia of pregnancy and 
other unusual hematological conditions should be treated by efficient modern 
methods. 

Many therapeutic abortions are done today for problems involving the 
Rh factor. This attitude is untenable. The grave danger of interrupting a_ 
normal pregnancy on the basis of rising titers or other assumed warnings of 
erythroblastosis developing in the infant is well brought out in a paper of 
Kendig and Waller?” published in 1948. They report 2 cases in which the 
Rh factor ostensibly was a serious matter. The first patient had had one 
erythnoblastic baby and in the pregnancy under consideration the titers were 
rising rapidly. One of the “leading authorities” on the subject advised that 
interruption of the pregnancy seemed justifiable. Pending this decision, the 
patient withdrew her permission for a therapeutic abortion and subsequently 
delivered a healthy infant who was Rh negative. 
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The second patient had had 2 spontaneous abortions and two severe 
erythroblastotic babies and during the pregnancy in question had _ been 


: 


advised twice to submit to a therapeutic abortion. Close to term, she required — 


a caesarian section and was sterilized. Her baby was a perfectly healthy, Rh 
negative infant. Interruption of these pregnancies would have destroyed 
normal children. 


The Rh factor has produced its share of abnormal children. However, © 


the positive constructive approach (not the destructive approach of thera- 
peutic abortion) to the problem has salvaged a gratifying number by the 
exchange transfusion. 

The difficulties arising from the Rh factor have emphasized a new aspect 
of therapeutic abortion which has been carried over, as will be seen, to the 
situation found in rubella in pregnancy. In such cases, therapeutic abortion 
is being recommended in the absence of a threat to the mother‘s health and 
life but merely in the face of a possibility that the child would be born 
defective. Such therapeutic abortions are illegal, even in many states where 
the operation is ‘legalized’ and from a medical point of view they must be 
condemned since they assume untenable predictions to be facts, they are 
destructive in their approach, and are separated, by the mere width of the 
uterine wall, from the concept that defective children and the incurably ill 
should be sacrificed ‘for the good of the community.’ 


The monumental work of Gregg?® of Sydney, Australia in 1941, estab- 
lished a definite relationship between the acquisition of rubella by the 
mother in the early months of pregnancy and the development of cataract 
and various other abnormalities in the fetus. The incidence of congenital 
defects in these cases was found to be almost 100%. 


Wesselhoft** in 1947, commenting on this investigation stated “To date 
the available evidence points to a 10 to 1 chance that a woman who has 
rubella in pregnancy, will give birth to a child with gross congenital deform- 
ity... the likelihood that such a deformity will follow rubella in the first 
and second months is the greatest. It was first estimated at a 100% by 
Australian authors, later this was modified to 118 to 4 by a compilation of 
Australian surveys. Utilizing the figures on normal babies alone, I should 
lower the incidence still more”... . However, Morton®® of Los Angeles esti- 
mated that only 4 out of 10 women who get German measles in the early 
stages of pregnancy are likely to have abnormal babies. 


Fox and Barton*® in 1946 published the results of their investigations in 
22,226 cases of rubella in the city of Milwaukee: “Of the 11 pregnant 
women who had rubella, the disease in 5 occurred during the first 2 months 
and 4 during the second to fourth months; 1 in the seventh month; and 1 in 
the ninth month. One stillbirth occurred among the 11 cases; 1 woman had 
twins, both normal; 1 woman gave birth to a child with congenital cataracts 
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_ during a normal pregnancy and at the time during which she had rubella in 
the 2nd month of her pregnancy she delivered a normal child.” They conclude 
“Our records do not justify consideration of termination of pregnancy 
because of rubella. The occurrence of congenital malformations following 
virus disease in pregnant women is a subject deserving of further careful 
investigation.” 


Other virus diseases have also been indicted as a cause of congenital 
_ malformations in the newborn. Among these are mumps, ordinary measles, 
chicken pox and infectious mononucleosis. Although at first these malforma- 
_ tions were thought to be due to the infection of the fetus by transplacental 
migration of the virus, grave doubt as to the validity of this hypothesis has 
been developed by recent investigations. These have shown that both 
restricted maternal diet and fetal irradiation are capable of causing anoma- 
lous development in the offspring of laboratory animals. Gilman, Gilbert 
and Spence®’ produced in experimental rats malformations such as hydro- 
cephalous, spinabifida, cardiac defects, eye defects and anomalies of other 
sytems by interfering with the protein metabolism of the mother. This they 
_ accomplished by injecting trypan blue into the maternal rats. Their experi- 
ments tend to demonstrate that the effects of trypan blue and, by inference, 
rubella virus are not direct effects on the fetus but cause remote preceding 
metabolic states which subsequently interfere with fetal development. They 
suggest that the supposed mode of action of the rubella virus on the human 
fetus be re-examined as passage of the virus through the placental barrier 
is debatable. 

This relationship of virus disease and congenital malformations is a 
serious problem. However, reports which followed Gregg’s pronouncement 
10 years ago have indicated that the early profound pessimism of the 
Australian investigators was unwarranted. In this short time further investi- 
gation has shown that therapeutic abortion performed on a woman who has 
suffered from a virus infection during pregnancy might result in the destruc- 
tion of a normal baby. Pending the development of more adequate specific 
therapy for the cure of virus infections during pregnancy it would seem 
advisable to recommend that young women before marriage be exposed to 
these mild infections so as to acquire immunity against them. 


The extremes to which the advocates of therapeutic abortion may go has 
been exemplified in the history of otosclerosis. In this condition those who 
would advise destruction of the fetus would accomplish this heinous proce- 
- dure simply to prevent the child from being born with a deficiency of hearing 
or an aggravation of the maternal otosclerosis. Greenhill?’ summarizes the 
problem as follows: “In Barton’s series of 183 women with otosclerosis who 
experienced one or more pregnancies, 72% suffered loss of hearing with the 
first pregnancy and 50% with subsequent ones. Barton believes an abortion 
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is never justified for these reasons: 1) The effect of pregnancy on otosclerosis 
is extremely variable and unpredictable ; there is no exact relation between 
the two conditions. The effect of previous pregnancies is not an accurate 
index of the possible effect of subsequent ones. 2) The favorable effect of 
abortion on the otosclerosis is also inconstant. The progression of the deafness 
with pregnancy may or may not be arrested by abortion. 3) The disease does 
not endanger the life of the mother as do tuberculosis, heart disease and. 
toxemia. 4) This type of deafness is not the severe handicap that it once was, 
owing to the advent of modern hearing aids and the promise of surgical 
treatment. 

“Since the fenestration operation is usually successful, there is seldom 
need to perform a therapeutic abortion because of this condition. 


“Sterilization or other eugenic measures are futile in the control of 
otosclerosis because the hereditary nature of the disease is not known 
accurately, because it is impossible to prophesy deafness of progeny and 
because the unfavorable effect of pregnancy on otosclerosis is not constant. 
In Barton’s series, the patients had a 50% chance of having successive 
pregnancies without further loss of hearing.” It is a harrowing thought that 
babies sacrificed in the past because their mothers had otosclerosis would, if 
alive today, be able to hear of the success of the fenestration operation. 


Ulcerative colitis may be a troublesome complication during pregnancy. 
A number of these cases were reviewed by Bargen and Mussey*” in 1939, 
who stated: “This series of patients presents an interesting problem. It 
cannot be said that the patients in whom good effects follow pregnancy were 
simply those in whom the colitis was milder. In all of them it was moderately 
severe and several of the patients who recovered and who have never had a 
recurrence of the disease suffered from the fulminating septic type of 
ulcerative colitis. One of the women has had no signs or symptoms of her 
former colitis for 12 years.” 


Medical authority, as attested by the foregoing excerpts from the litera- 
ture substantiates the conviction that therapeutic abortion is not scientifically 
justified. 

An impartial view of the literature will show that the best obstetrical 
experience justifies the opinion voiced by the senior author at the recent 
Congress of the American College of Surgeons that “Anyone who performs 
a therapeutic abortion is either ignorant of modern medical methods of 
treating the complications of pregnancy or is unwilling to take the time to 
use them.” 

It is submitted that therapeutic abortion derives its origin from a train 
of thought which is foreign to the entire medical tradition in that its only 


effect is the destruction of life and offers no constructive effort to the 
solution of disease and the hazards of living. 
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And the subject is not closed. It is estimated that 18,000 therapeutic 
abortions were done in the United States last year. And their advocates are 
urging more—for “economic and social reasons.” Medicine cannot and must 
not admit economic and social conditions to influence professional decisions. 
Such practices lead only to a situation wherein “political reasons” will 
- control medical policy and practice. The recent unholy “controlled” experi- 
ment” in Nazi Germany proving this contention must remain a permanent 
and eloquent lesson to the profession. 


The great Dr. Albert Schweitzer*® has well summarized the general 
thought which should motivate the physician faced with a serious problem. 
“What shall be my attitude towards other life? It can only be of a piece 

with my attitude towards my own life. If I am a thinking being, I must 

regard other life than my own with equal reverence. For I shall know that 
it longs for fullness and development as deeply as I do myself. Therefore, 
I see that evil is what anihiliates, hampers or hinders life. And this holds 
good whether I regard it physically or spiritually. Goodness, by the same 
token, is the saving or helping of life, the enabling of whatever life I can 
influence to attain its highest development.” And again*!, “A man is really 
ethical only when he obeys the constraint laid on him to help all life which 
he is able to succor, and when he goes out of his way to avoid injuring 
anything living. He does not ask how far this or that life deserves sympathy. 
is valuable in itself, or how far it is capable of feeling. To him life as such 
is sacred.” 


Therapeutic abortion is an unworthy and unwholesome paradox in modern 
medicine. The “unenlightened physician” of the pre-modern era with limited 
means, a faith in his Creator and an undying hope and optimism, challenged 
disease. Today, with so many of his dreams realized in the armamentarium 
of modern medicine, some of his successors would shrink from the challenge, 
face difficulties with pessimism and, bowing to expediency, would destroy life. 


Therapeutic abortion is a deliberate destruction of innocent life, morally 
evil and scientifically unjustified. Therapeutic abortion is legalized murder. 
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Marriage, Morals and Medical Ethics 
by 


Fs L. Goon, M.D. nLaeee 
Rev. Otrs F. Kerry, M.D. 


Book Review by Rey. B. R. Fulkerson, S. ]., 
Associate Professor of Religion, St. Louis University 


An ideal combination of authors has collaborated on a new book entitled 
Marriage, Morals and Medical Ethics. This book of 202 pages, edited by 
P. J. Kenedy & Sons and costing $3.50, is co-authored by the Rev. Otis F. 
Kelly, M.D. and Frederick L. Good, M.D. 


Just before the table of contents the authors have this introductory note: 
“This work is a discussion of medico-moral problems in matrimony confront- 
ing priests, physicians, nurses, social workers, hospital administrators, and 
all those who need responsible information. It is based on the long experi- 
ence of the authors, and they have attempted to express themselves in a 
language that can be understood by the unitiated in regard to medical 
matters and by the physician in regard to theology.” 


Anyone reading this book can do so with a feeling of safety and confi- 
dence, because if ever two men possessed the competence and authority to — 
write a book and to present Catholic teaching on a subject, these authors 
possess it. To quote from the jacket of the book, “Father Otis F. Kelly, 
M.D., is a Catholic priest of the Archdiocese of Boston, a doctor of medicine, 
and a psychiatrist. He is a member of the American Medical Association, 
member of the Massachusetts Medical Society, fellow and life member of the 
American Psychiatric Association, and the New England Society of Psychia- 
try, consultant in Psychiatry to the Matrimonial Bureau of the Archdiocese 
of Boston, and Pastor of St. Zepherin’s church, Cochituate, Massachusetts. 
The other author, Dr. Frederick L. Good, M.D., L.L.D., is a surgeon-in- 
chief, Gynecological and Obstetrical service, Boston City Hospital, consult- 
ant in Gynecology and Obstetrics in the Matrimonial Tribunal of the Boston 
Archdiocese, Professor Emeritus of Obstetrics, Tufts College Medical School, 
and former instructor in Gynecology, Harvard. He is a Diplomate of the 
American Board of Obstetrics and Gynecology, and fellow in the American 
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College of Surgeons. He was awarded the Benemerenti medal in 1948, by 
‘Pope Pius XII, and given an honorary L.L.D. by Boston College in the 
same year.” This book, by these eminently qualified men, not only has the 
imprimatur of Archbishop R. J. Cushing of Boston, but the Archbishop has 
himself written the foreword. 


And now to get down to the contents of the book. The first chapter, 
entitled, “The Christian Concept of Matrimony,” is a fairly brief presenta- 
tion of some of the Catholic Church’s teachings and laws on marriage. This 
is followed by a chapter headed, ‘““A Few Fundamental Principles of Moral- 
ity.” Again, there is presented some of the principles or norms used by 
theologians and philosophers to decide the morality or immorality of actions 


that touch some of the areas of medico-moral-marriage problems. 


> 


The next chapter, called “Sexual Constitution,” is a splendid piece of 
work. It deals with sex from the beginning of the individual’s life to old 
age. This is followed quite naturally by a chapter headed ‘““Normal Concep- 
tion, Pregnancy, and Labor.” One could not ask for a more lucid and delicate 
treatment of these subjects. 

Chapters five and six consider “Complications of Pregnancy” and “Other 
Pertinent Conditions.’ Here is given the physical picture of the more frequent 
or more difficult cases on which a priest must give moral decisions. These 
complicated situations are explained very clearly and are couched in terms 
as simple as possible. So good a job is done here that I hope some few 
imprudent priests are not so elated by the medical information obtained that 
they be misled into playing the doctor and abandoning the role of theologian, 
But in these chapters the authors themselves did their duty well. 

The next chapter takes up “The Regulation of Conception.” The subjects 
covered deal with rhythm, fertility, and infertility, artificial insemination, 
the RH factor, contraceptives, abstinence, sterilization and abortions. This 
matter is treated well and is very up to date. 


There follows then a chapter called ‘About Psychiatry.” A great amount 
is attempted in a fairly small space. It would be good if the ideas were 
somewhat more clearly related to the problem of marriage, but this chapter 
contains much useful matter and is clear in the relation of Psychiatry and 


the Church. 


Chapter nine then deals with “Medical Examination and Testimony for 
Ecclesiastical Matrimonial Court Procedure.” Here the reader will find much 
worthwhile information. Particularly enlightening are the factors involved 
in ascertaining the physical elements that might lead to annulments and to 
the dissolving of the marriage bond. 


The closing chapter of the book treats of “Baptism and Extreme 
Unction.”’ This is a good refresher on these two vital sacraments. Owing to 
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the fact that pregnancies are so linked with matters of life and death, the 
chapter contains very necessary knowledge for those who have the care or 
supervision of the beginning and end of human life. 

I would like now to make some suggestions and recommendations that 
might be considered before a new edition of the book appears, for I am sure 
that the sale of this fine book will demand another edition. It would be most 
useful if a clear summary and concise statements be given of the pertinent 
moral principles and the position of the Church on the matter covered in 
each chapter whenever that is possible. Moreover, a glossary of medical and 
theological and moral terms is necessary. Most of all—the book lacks an 
index. This makes it difficult for reference. Almost everything necessary is 
somewhere in the book, but what you want, here and now, is difficult to find 
quickly due to the very disconcerting lack of an index. 


At times it seems to me that the authors take more pains to see that the 
medical phase of the book is made clearer than the theological. The physical 
case and the medical terms are very nicely spelled out, but the moral and 
theological angle is at times hurried over. The term Hydramnios is no more 
formidable to people than is the term “indirect” abortion or “indirect” 
sterilization. I have found this true of both clergy and laity, Catholic and 
non-Catholic. As one purpose of the book is to present and apply the 
Church’s moral teachings on medical and marital problems, the reader, lay 
and clerical, might find himself wishing for a fuller, more adequate and 
obvious explanation of such matters as the double effect principle, scandal, 
cooperation, etc. He might also find himself desiring at times a clearer and 
more cogent proof for the position of the Church’s theologians. 


Undoubtedly the very important principle of the double effect (to take 
one example of a principle so widely used in medico-moral fields), could 
have been treated more fully and exemplified more diversely and minutely. . 
For many years I have been teaching this and the other medico-moral ques- 
tions to nurses, hospital nuns, premedics, doctors, married couples and 
priests. And I have found that these are hard, hard concepts to teach and to 
grasp. I’m afraid the reader would have to fall back on other books, in some 
cases, to get a clear understanding of things. I suggest that in the new 
edition the chapter called “A Few Fundamental Principles of Morality” be 
improved and enlarged. Then later in the book when these principles are 
applied to concrete cases, like fibroid tumors, etc., that they be applied more 
obviously and conclusively and being seen in action, can be better grasped 
—and used later by a smart reader. 

Another instance of where a bit too much is taken for granted: On page 
74 when speaking of abortions and the fifth commandment, the authors state 
that “No one will argue that human life does not exist in the fetus in utero.” 
To the contrary, many people in the medical, judicial and lay areas, do 
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question this fact. Moreover, many moderns deny that direct abortion (and 
direct sterilization) are wrong and also think that Catholics are merely 
quibbling and possibly hypocritical, when for serious reasons and under the 
fulfilled conditions of the double effect principle, they admit the legitimacy 
of indirect abortions (and indirect sterilizations). Today, in dealing with 
these controversial problems, it is necessary not only to cite the Church’s 
position, but also to give solid proofs, especially from reason, that the 
position is a sound one. And this, for the benefit of Catholic and non-Catholic. 


Moreover, in the face of a critical non-Catholic world and a ‘‘show me” 
attitude of so many twentieth century Catholics, great care must be taken 
to define terms, to state not only moral principles and positions, but to 
establish them fully and then elaborate their valid applications. 


An instance of the great need of this was shown when our Holy Father, 
Pope Pius XII, recently spoke on marriage and its allied problems in an 
address—‘“The Apostolate of the Midwife.” Some of his statements were 
greatly misunderstood by the press and general public. As a result, in an 
address on family life, about two weeks later he wisely returned to his 
former speech and proceeded to minutely clarify some of his previous 
pronouncements, especially those concerning abortions, rhythm and so forth. 
When once such subjects are introduced, they must be fully treated. 


Now this book, Morals, Marriage and Medical Ethics, is going to be 
carefully scrutinized. I noticed that only recently a weekly news magazine 
quoted this volume as the ultimate authority on a specific and delicate point. 
Such a book as this one, written by two such eminent authors, is going to be 
widely used and quoted, and so must establish its case thoroughly. Like it or 
not, the modern mind demands—‘‘What do you hold and why do you hold it?” 


In the chapter dealing with “Sexual Constitution,” there is stated on 
page 50 that: “Sex education in the schools, if it be given at all, should be 
given in conjunction with a course in physiology.’ Many who are touchy 
about this subject of sex and the schools might be misled by this opinion. 
One can well agree that sex education may be given in a course on physiology, 
but there are actually other courses equally appropriate. An obvious course 
for the giving of education in sex and chastity is the religion course proper, 
or in college, a special ethics course, or one on marriage and matrimony. I 
do not think the authors would disagree, but their statement could well be 
misleading. 

In conclusion, let me say that no one knows better than I, who have 
worked and taught in this field, how welcome this new book is. It is written 
by the ideal combination—an eminent and capable doctor and a Catholic 
priest, who is also a doctor. The criticism I give is looking toward the new 
edition and is based on my many years of teaching this type of matter, and 


32 THE LINACRE QUARTERLY 


my struggle to put the ideas across and get the perfect book for those to whom 
I happen to be lecturing. Great credit is due the two men who took the 
time from their busy lives to turn out this very helpful, sound, and interest- 
ing volume. It will benefit many and be the cause of great good. 


Guild Notes 


A new Catholic Physicians’ Guild has become affiliated with the 
Federation. Thirty members comprise the group in Sioux Falls, South 
Dakota. A hearty welcome is extended. Bishop-Elect Lambert A. Hoch is 
the Guild’s Moderator and the Officers are: President, W. E. Donahoe, 
M. D.; Vice-President, A. P. Reding, M. D., and Secretary-Treasurer, C. J. 
McDonald, M. D. 


* * * * 


In answer to our request for interesting “high-lights” of Guild activities, 
the mail brought an account of the Catholic Physicians’ Guild of Wilmington, 
Delaware. 


The group there began through the Cana movement. It was decided to 
meet once a month and First Friday was chosen as a significant and appro- 
priate time. The doctors wives have realized that finally their time-pressed 
husbands have joined something to bring them together when all their other 
professional or religious activities take them away from home alone. 

“We began the organization,” Dr. John J. Graff, the Guild’s President, ‘ 
goes on to state, ‘Feeling that if only we and our marriage benefitted, the 
whole project would not be in vain. The majority of meetings has consisted 
of discussion led by assigned couples on topics doctors and their wives could 
discuss. The subjects included: Extreme Unction, Nuptial Mass, Family 
Prayer, Emergency Baptism, Benefits of Illness, Earliest Religion and 
Medicine, Burial of notable parts and fetus, Sex Instruction—Christopher 
Records, Personal Reactions to a Cana Conference.” 

Formal meetings of the Guild have been held and the medical confra- 
ternity in Wilmington invited. 

Rey. James J. Hayden of Washington, D. C. spoke on Psychiatry and 
religion to a joint meeting with a large lay Book Forum in the city. Rey. 
Francis Connell addressed a group of clergy and doctors on Euthanasia. A 
proposed adoption law was presented for the Guild’s formal approval and 
their published support proved most newsworthy. Of all their activities in 
Wilmington, the doctors feel their Cana Conference the most worthwhile. 
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(Dr. Graff enclosed copy of letters used in promotion of the first Cana 
Conference. Interested groups may have sample upon request to the Central 
Office of the Federation, 1438 So. Grand Blvd., St. Louis 8, Missouri.) 


* * * * 


An interesting meeting is reported by the Guild of St. Luke of Boston—a 
panel discussion on Juvenile Delinquency. The Honorable John Connolly, 
Presiding Justice of the Boston Juvenile Court conducted the event. 


Mr. Lawrence Healey, a special agent of the F. B. I. and a member of the 
Massachusetts and Federal Bar Association made the following observations: 


In 1940 to 1950 the population increase was 14%, but the increase in 
crime was 18%. 


In 1950 there was one crime a minute in the United States. 
In 1950 (a) youths under 21 years accounted for 15% of all persons 
arrested. 
(b) 54% of all arrested for robbery were under 25 years of age. 
(ce) 70% of all arrested for auto thefts were under 25 years of age. 


The F. B. I. investigated crimes when they involved interstate problems 
such as transporting stolen autos or goods across state lines. He concluded 
with a quotation of Bishop Fulton J. Sheen, “There is nothing that develops 
character so well as a pat on the back—if it is applied often enough, hard 
enough and low enough.” 


Mr. Joseph Shea, Chief Probation Officer of the Juvenile Court, alleged 
that a commounity has only as much juvenile delinquency as it deserves. He 
alleged that 1% of children of Massachusetts were juvenile delinquents. 
“Parents are the primary custodians of children and too often the court 
child is a child of delinquent parents. He quoted three case histories of the 
odyssey of delinquent children: Case 1 died of brain tumor; Case 2 was 
committed as insane, and Case 3 was made a stable citizen by re-location of 
his environment and developing his interest in photography. 


Dr. Dennis Haley, Superintendent of the Boston Public School system, 
enunciated the concern of the schools over the problem. He stated that, “The 
teacher starts out in terms of teaching the whole child spiritually, mentally 
and physically.” In addition to the teacher is a Guidance Counsellor to 
guide all, but especially those in need of special assistance. He defined 
Juvenile Delinquency as a slow gradual change by steps: 1. Disrespect of 
parent 2. Disobedience 3. Defiance 4. Tardiness 5. Absenteeism 6. Minor 
offenses vs. the law 7. Appearances in Court. 


Of 500 delinquents, 250 showed the first symptoms between ages five 
and seven. 
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The school system for treatment has established a Department of Adjust- 
ment where the case is investigated by five experts including a pediatrician 
and psychologist. This department has shown that, of 203 cases, 147 had 
an I. Q. above average and one was a genius. 

Dr. George Gardiner, head of the Judge Baker Guidance Center, out- 
lined the purposes of the center as follows: 1. Diagnosis 2. Treatment 
3. Consultation with the Courts 4. Prevention of Delinquency 5. Research 
of cases thereof. 

He listed the symptoms of those who need psychiatric treatment as 
follows: 1. Stealing that is sudden in onset, stealing confined to particular 
type of object, stealing that never results in gain 2. Deviation of sex 3. 
Mutilative behavior, i.e., to inflict pain 4. Child whose behavior doesn’t 
make sense. 

He alleged that the American today does a better job in over-all care 
than any other parent in history. 

Judge Connolly closed the active question period that followed with the 
words, “There seems to be an attempt on the part of our stupid leadership 
—I wonder if it is evilly inclined—suggesting that we separate children 
more from parental influence. Actually instead of less and less parental 


influence, we need more and more and more.” 
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